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Facilitation and Co-ordination Therapy (F.A.C.T,) 
is the term applied to the modification of the tech-
niques of Proprioceptive Neuromuscular Facilita-
tion. These adaptations have been made to meet the 
needs of the patient with Multiple Sclerosis. It is 
simply one approach to physiotherapy treatment, on 
an intensive scale, for this condition of the nervous 
system. F.A.C.T. is not a rigid concept, but a flexible 
mechanism in which any form of treatment that is 
beneficial to the patient is employed. The treat-
ment routine is based on the system used at the 
Kaiser Rehabilitation Centre, in Vallejo, California. 
The treatment consists of gait training, mat exer-
cises, physical therapy and self-care activities. Some 
of the principles of the Bobath approach to treat-
ment of neuromuscular disorders are incorporated in 
the F.A.C.T. programme. 
The main purpose of physiotherapy in the treat-
ment of Multiple Sclerosis is to try to maintain the 
physical condition of the patient, and therefore their 
potential for functional activity for as long as pos-
sible; for Multiple Sclerosis is a progressively dis-
abling disease of as yet unconfirmed aetiology, and 
no known cure. It has a multiplicity of symptoms, 
and not all are common to every patient, and not 
all can be treated by physiotherapy techniques. The 
symptoms which do respond to physical treatment 
are included in the F.A.C.T. programme of rehabili-
tation. 
The planning of the treatment programme using 
F.A,C.T. techniques is based on the assessment of 
bo*h the physical and psychological status of the 
patient. The assessment is made not only from year 
to year and day by day, but minute by minute, and is 
of the utmost importance to the physiotherapist if a 
satisfactory treatment is to be achieved. The therapist, 
must at all times be aware of, and adapt to, the 
slightest alteration in the patient's response to facili-
tation, command and demand. A F.A.C.T. treatment 
is determined by this continuous qualitative assess-
ment. 
To enable this continuing assessment to be made, 
the patients at the Multiple Sclerosis Centre, are 
treated ideally by the same physiotherapist at each 
daily session and at each subsequent course. In this 
way a continuing relationship of mutual understand-
ing and co-operation are established. This positive 
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therapist/patient partnership is essential for both 
people concerned, for it assures that both are work-
ing towards the same goal: that of gaining the maxi-
mum improvement and benefit from the treatment. 
The patients know from the very first treatment that 
it is in no way a cure, but only a means of hopefully 
retarding the rate of progressive incapacity. 
Physiotherapy is only given at the Multiple 
Sclerosis Centre during remission, as complete rest 
is essential when the patient has an exacerbation of 
symptoms. F.A.C.T. is a very intensive form of 
treatment. Each session lasts for approximately three 
hours, one 'and a half hours of individual therapy, 
which is further divided into half hour sections of 
mat-work, physical therapy and gait exercises, and 
one and a half hours of pulley exercises and a 
general activity programme. Obviously this pro-
gramme is flexible, the length of the sessions being 
altered to suit the needs of the patient. 
Owing to the complexity of Multiple Sclerosis, and 
its many fluctuations, it is impossible to give a 
detailed recipe of treatment. 
The factors of fatigue and emotional tension are 
common to many patients with Multiple Sclerosis 
and these are taken into consideration when plan-
ning the treatment programme. The onus is on the 
physiotherapist to recognise, and to teach the patient 
to be aware of these factors, and the effect that they 
have on the condition. It is very important for the 
patient to know how to cope with these problems 
away from the physiotherapy department, and to 
adjust the daily routine accordingly. 
Fatigue is a problem which is distressing and 
frustrating for the patient, as it increases their feel-
ing of physical incapacity and uselessness. It is one 
of the main aims of F.A.C.T. treatment to improve 
exercise tolerance, especially in hot, humid weather 
when it is more apparent. The improvement is 
achieved by: 
(i) a programme of carefully graded resisted ex-
ercises, to obtain the maximum response from 
the patient without the latter becoming 
fatigued and 
(ii) a gradually lengthening period of time spent 
in free active exercise. As a result of this, 
rest periods are less frequent and of shorter 
duration. 
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To counteract fatigue during the treatment the 
physiotherapist gives the patient frequent rest 
periods, and varies the techniques to make less 
demand on the patient's limited and dwindling 
icsources. 
Emotional tension is the second factor which in-
fluences the patient's condition, and the physio-
therapist must be prepared to make allowances for 
it during treatment. If relaxation techniques are un-
successful, the patient may voluntarily offer informa-
tion which enables the therapist to advise on the 
best course of action for the patient to take. If the 
patient is very upset, and no approach has results, 
it is better to cancel the patient's treatment. 
Treatment, is divided into two routines, one for 
patients whose main problem is spasticity, and an-
other for patients who are incapacitated by loss of 
co-ordination. There is an overlap of symptoms in 
many patients, therefore the routines are only very 
general, as each treatment given to a patient is 
unique to that person. Both kinds of treatment follow 
a similar course, but the content, method, and exe-
cution of the techniques is very different. 
The mat programmes are the most versatile of the 
F.A.C.T. exercises, and differ most markedly from 
the P.N.F. techniques. Detailed descriptions are 
given of some of the more unusual exercises devel-
oped at the Centre, as a result of experience gained 
from working with Multiple Sclerosis patients. 
The aims of the mat programme for patients with 
spasticity are: 
1. To reduce muscle tonus and therefore the 
abnormal movement patterns. 
2. To facilitate more normal movement, and the 
appreciation of that movement. 
3. To increase the range of movement in the areas 
of limitation especially in the trunk. 
4. To increase muscle strength, balance and sta-
bility of the patient. 
The treatment is given following the develop-
mental sequence, and active movement is inter-
spersed with relaxing exercises. 
Holdings through range and rhythmic stabilisation 
are used in all positions. The techniques are per-
formed in a smooth, rhythmical manner without the 
patient having to use unnecessary effort. This 
avoids further stimulation of the abnormal patterns. 
The movements are passive, assisted active, free 
active or resisted, or perhaps a combination of all 
kinds in one exercise; the therapist deciding which 
method is of most benefit to the patient at that 
particular time. 
Rolling as a functional activity is emphasised, 
but it is one that many patients, because of extreme 
weakness or spasticity, find very difficult to perform. 
Therefore an easy, undemanding technique of facili-
tation is used. The therapist stands on the side to 
which the patient will roll, holding the patient's 
opposite hand, and opposite anterior iliac cres. A 
slight stretch is applied to these two areas with the 
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simultaneous command to "push, and roll over to-
wards me" (the physiotherapist). Assistance and/or 
resistance is given as lequired. 
There are three specialised techniques used at the 
Centre to reduce tightness and lack of mobility of 
the pelvic girdle, but they are contra indicated in 
patients with a history of back injury, pain, dis-
comfort or high blood pressure. 
The patients are in supine for all three, with the 
arms relaxed by the sides. For the first technique 
the patient's hips and knees are flexed to a right 
angle and the feet rest against the therapist's thighs. 
The therapist then moves the relaxed legs passivelv 
in a circular motion, first in one direction, and then 
in the other, until the spastic resistance fades away. 
For the second technique the legs remain in the 
same position, but the therapist stands to one side 
of the patient, and adjusts the grip to one hand 
supporting the heels, and the other placed against 
the outside of the adjacent knee. The legs are then 
moved passively down and away from the therapist 
to the limit of the available range. At this point 
a facilitating stretch is given together with the 
command to "Twist the knees up and across to the 
opposite shoulder". The movement is repeated uni-
directionally and in both directions, the patient tak-
ing a more active part in it as the range of lower 
trunk rotation is increased, 
The third technique is completely passive. The 
patient's legs are either held up over the therapist's 
shoulders or at waist level, the position depending 
upon the height of the therapist or the length of 
the patient's legs. As soon as the patient relaxes 
into this position, the therapist lifts the hips up in 
the air. until the area of maximum rigidity of the 
lower trunk is reached, A gentle, rhythmical, alternat-
ing traction and approximation type of movement is 
given, the therapist making sure that the degree of 
movement is very small, and the patient is quite 
comfortable. As the rigidity decreases, the technique 
is changed and the trunk is swung rhythmically from 
side to side. A fourth technique has been found to 
be very useful in reducing the adductor spasm of the 
legs. The patient is in crook lying, the therapist 
kneeling at the patient's feet with her hands over 
the anterior iliac crests, and her elbows resting 
along the inside of the patient's thighs. The pelvis 
is rocked rhythmically from side to side, and as 
relaxation of the adductors is felt, the therapist's 
elbows can increase the abduction range without 
having to use prolonged stretch. 
The mat programme for a patient with ^co-
ordination is more dynamic. The emphasis is on a 
programme of continuous flowing movement, per-
formed by the patient, with the therapist giving 
guidance and control when necessary. An exercise 
for back extension will be followed by one for 
trunk flexion, without any break in the continuity 
of movement. The therapist is responsible for de-
veloping the routine to include all variations of a 
particular exercise to gain maximum range of move-
ment, balance reactions, and stability from that 
exercise. Using this programme, the patient learns 
to appreciate normal movement quickly and is able 
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to control movement more easily, thereby gaming 
valuable self-confidence, which is usually at a very 
low level at the beginning of a course of treatment. 
A F.A.C.T. physical therapy treatment programme 
uses the patterns and means of facilitation of the 
P.N.F. techniques of Knott and Voss for patients 
with spasticity* and patients with inco-ordination. 
The spasticity has a pyramidal distribution with 
an increase in tone of the flexors of the upper limb, 
and the extensors of the lower limb. Initially the 
trunk is mobilised using contract-relax and repeated 
contraction techniques. Then follows a F.A.C.T. 
technique of passively circling the arm at the 
shoulder joint if there is limitation of total elevation 
of the upper limb, and circling the leg at the hip 
joint if the spasticity is moderate to severe. It is then 
easier to follow up with a repetitive unidirectional 
facilitating pattern. The direction of this pattern 
must be away from the hypertonic muscle groups. 
The patient is taught to breathe with the movement, 
an "in breath" for a flexion pattern, an "out breath" 
for an extension pattern. The breathing helps the 
patient to establish the rhythm and direction of the 
movement, and also avoids fatigue. The therapist 
guides the pattern initially, but as the patient be-
comes familiar with it, resistance, carefully graded 
to avoid the patient using effort that would stimu-
late an association reaction, is applied to that move-
ment, 
Patients with inco-ordination of movement have a 
mild, moderate or severe degree of cerebellar tremor, 
and may present with 'an exaggerated physiological 
tremor superimposed on this. Before any active re-
sponse is demanded from the patient, the therapist 
tries to relax the patient as much as possible, by 
using breathing exercises given in a well modulated, 
calm, rhythmical tone of voice. As relaxation occurs, 
the exaggeration of the physiological tremor is cor-
respondingly reduced. The active physical therapy 
programme for control of cerebellar tremor of the 
upper extremities begins with gentle approximation 
to the shoulder joint, but allowing time for the 
controlling response to come through before asking 
the patient to hold the position against resistance. 
If a reasonable control of the tremor is achieved in 
this way, then slow reversals follow, but giving 
traction in both directions instead of the more 
normal procedure of traction to the flexion compon-
ent and compression to the extension component. The 
emphasis, when using the slow reversal patterns, is 
on rhythm of movement, the therapist at first guid-
ing the pattern, and as the tremor is felt to de-
crease, releasing the manual contact with the arm 
to allow the patient to perform the pattern free 
actively. Bilateral symmetrical arm patterns are used, 
plus holdings through range arid rhythmic stabilisa-
tions for all techniques. 
For the patient whose mjdn problem is lack of co-
ordination, rather than a tremor, a programme of 
repetitive patterns is used. These incorporate the 
easier unilateral and bilateral symmetrical patterns, 
and the increasingly more difficult bilateral asym-
metrical ipsilateral and contra lateral patterns. This 
regime is used to establish the sensation of move-
ment in the patient's brain. Visual input is also 
very important in this programme. Severe cerebellar 
tremor often increases if movement is facilitated by 
the patient following that movement with his eyes. 
In this case the patient is advised to look away and 
close his eyes and imagine the position of his arm. 
Gait programmes for patients with spasticity and 
patients with ataxia include the activities of standing 
from sitting and vice versa, going up and down 
stairs, kerbs etc. Rhythmic stabilisation are given 
to all parts of the body in all the positions asso-
ciated with gait. The patient with a spastic, scissor-
ing gait pattern needs a routine to reduce abnormal 
muscle tonus in order to promote and facilitate the 
selective movement patterns necessary for normal 
walking. Emphasis is placed on weight transference 
forwards and backwards and from side to side. 
Facilitation, assistance, and resistance are given as 
requhed for the progression of movement. 
Patients with a wide-based, staggering gait need 
a regime of balance exercises, which begin with 
weight transference with legs wide apart. The angle 
between the legs is gradually decreased until a 
normal base is reached. Then the balance exercises 
become more general, but progressively more difficult, 
When normal standing balance is easy to maintain 
and relatively stable, the programme is advanced to 
walking re-education. The therapist first guides, and 
assists, but gradually introduces resistance into the 
movements forwards, backwards and sideways. The 
movements are repetitive in nature but the therapist 
emphasises the areas where the tendency is to lose 
balance, and return to the more abnormal patterns. 
Plenty of encouragement is needed in gait retrain-
ing programmes for both groups of patients, as it 
is often in this area of functional activity that confi-
dence is most lacking. 
The full length balance board is used as an 
adjunct to the loosening up and relaxing techniques 
of F.A.C.T. The board is normally used for the 
assessment and facilitation of equilibrium and right-
ing reactions, and the promotion of balance and 
stability in changing positions. It was found, how-
ever, to be particularly successful in gaining rotation 
around the body axis, for it is lack of this rotation 
that is a contributing factor in the patient's inability 
to move effectively. Different areas of the spine are 
mobilised by positioning the legs in varying degrees 
of flexion at the hip and knee joints, with the 
patient in side lying along the centre line of the 
board. The mobilising effect is achieved by gentle, 
smooth, rhythmical rocking of the board, the tilting 
of the surface allowing a greater range of movement. 
The therapist must maintain careful control of this 
technique. 
In summary, Facilitation and Co-ordination 
Therapy needs not only a total approach, but also a 
total involvement, and, because of the nature of 
Multiple Sclerosis, it is not guaranteed any measure 
of long term success. It is however a rewarding and 
stimulating form of treatment. 
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